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Abstract
Previous study findings of psychotherapy’s effect on suicide prevention have been inconsistent. 
The present study reports the results of secondary analyses of outcome data from a short-term 
depression treatment on reducing death/suicidal ideation among 158 low-income homebound 
adults aged 50+. The treatment, in-person or telehealth problem-solving therapy (PST), compared 
to telephone support call, has been found effective in reducing depressive symptoms and disability 
among participants. Compared to support call participants, tele-PST participants, but not in-person 
PST participants, exhibited lower ideation ratings across the follow-up period. Effect sizes at 36 
weeks were 0.31 for tele-PST and 0.17 for in-person PST. Hopelessness mediated the effect of 
tele-PST but not in-person PST; however, in-person PST also alleviated hopelessness, which led to 
lower ideation. Clinical implications of the findings are discussed.
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Death by suicide among late middle-aged and older adults is a significant public health 
problem. In 2010, suicide was the fourth and eighth leading cause of death in the 45–54 and 
55–64 age groups, respectively, and the 65+ age group who made up 13% of the U.S. 
population accounted for 16% of all suicides (National Center for Health Statistics, 2014). 
Individual-level risk factors are poor predictors of who will die by suicide, but depression 
severity and diagnosis of major depressive disorder (MDD), hopelessness, poor physical and 
functional health, pain, and lack of social support/social isolation have been identified as 
significant correlates of death or suicidal ideation among older adults (Conwell, Van Orden, 
& Caine, 2011; Cukrowicz, Jahn, Graham, Poindexter, & Williams, 2013; De Leo, Draper, 
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Snowdon, & Kõlves, 2013; Kim, Bogner, Brown, & Gallo, 2006; Rowe, Conwell, 
Schulberg, & Bruce, 2006; Sachs-Ericsson et al., 2014).
Some previous studies found that pharmacotherapy and/or psychotherapy for depression 
reduced suicidal ideation among high-risk older adults (Lapierre et al., 2011). An evaluation 
of short-term (12-week) effectiveness of pharmacotherapy, with or without interpersonal 
psychotherapy, for MDD found that suicidal ideation rapidly resolved in all treated patients, 
although the time to resolution was longer in the high-risk group (those with a recent suicide 
attempt or current suicidal ideation) than in the moderate (those with recurrent thoughts of 
death) or low-risk groups (those with no suicidal ideation/thoughts of death or who reported 
questioning whether life is empty or not worth living) (Szanto, Mulsant, Houck, Dew, & 
Reynolds, 2003). The Improving Mood-Promoting Access to Collaborative Treatment 
(IMPACT; Unützer et al., 2002, 2006) for depression in primary care settings also found that 
tailored collaborative care and personalized treatment for older patients significantly reduced 
both depressive symptoms and suicidal ideation among the intervention group compared to 
the usual care group throughout the 24-month follow-up period.
The effect of depression treatment on suicidal ideation was less clear in other studies. The 
PROSPECT study that provided depression care manager interventions for older primary 
care patients found that after 24 months, reduction in suicidal ideation among the 
intervention group members with MDD was 2.1 times greater than that of the usual care 
group, but the difference was not statistically significant (Alexopoulos et al., 2009). No 
benefits were detected among those with minor depression. A systematic review and meta-
analysis also concluded that psychotherapy of depression may have small positive effect on 
adult suicidal ideation and cannot be considered to be a sufficient treatment for suicidal 
ideation, although the effects on hopelessness were probably higher (Cuijpers, de Beurs, van 
Spijker, Berking, Andersson, & Kerkhof, 2013). Hopelessness has been identified as a 
stronger indicator of suicide risk than depression and a central mediating factor between 
depression and suicidal intent and behavior (Abramson et al., 2000; Beck, 1986; Beck, 
Brown, Berchick, Stewart, & Steer, 1990; Beck, Brown, & Steer, 1989; Kovacs, Beck, & 
Weissman, 1975; Weishaar & Beck, 1992). More research is needed to examine the effect of 
psychotherapy on alleviating hopelessness and suicidal ideation among depressed older 
adults.
Due to their disability and social isolation, homebound older adults are at especially higher 
risk for depression and death/suicidal ideation than their mobile age peers. An earlier study 
of homecare older patients found that 13.5% had MDD, a majority of whom suffered from 
late-onset depression (Bruce et al., 2002). Other studies of homecare patients or home-
delivered meal recipients found that 9–12% had clinically significant depressive symptoms 
(Ell, Unützer, Aranda, Sanchez, & Lee, 2005; Sirey et al., 2008). The point-in-time rates of 
death/suicidal ideation among these older adults were 12–13%, with as many as 1.1% in one 
study reporting current active suicidal ideation (thoughts about harming oneself, suicidal 
ideation with poor impulse control, or a suicide plan) (Raue, Meyers, Rowe, Heo, & Bruce, 
2007; Rowe, Bruce, & Conwell, 2006; Sirey et al., 2008). A study of older adults who 
received care management services from aging-service network agencies also found that 
14% endorsed current death or suicidal ideation (O’Riley, Van Orden, He, Richardson, 
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Podgorski, & Conwell, 2014). Little research has been done, however, on the effectiveness 
of psychotherapy on reducing death/suicidal ideation and hopelessness among depressed, 
homebound older adults.
Previous research emphasized the critical role of inability to identify problems and 
corresponding solutions and resultant feelings of being overwhelmed and hopeless in 
suicidal ideation and behavior (Neuringer, 1974; Rudd, Rajab, & Dahm, 1994). While 
suicidal behavior has been attributed to an individual’s desire to escape from an “insolvable” 
problem and hopelessness (Beck, 1986), those with problem-solving skills enabling them to 
generate productive alternatives would be less likely to feel hopeless (Ruud et al., 1994). 
Problem-solving therapy (PST), an evidence-based, short-term depression treatment, posits 
that people with deficits in problem-solving skills become vulnerable to depression and 
teaches problem-solving coping skills (Cuijipers, Karyotaki, Pot, Park, & Reynolds, 2014; 
D’Zurilla & Nezu, 2007; Nezu, Nezu, & D’Zurilla, 2012). PST’s orientation that problems 
are solvable and its focus on systematic problem-solving skills training have been effective 
in treating depression in all age groups (Nezu, Nezu, & D’Zurilla, 2012). Because 
depression, hopelessness, and suicidal ideation are interrelated, PST has potential to 
concomitantly reduce hopelessness and suicidal ideation along with depression. A study of 
middle-aged breast cancer patients with MDD found that PST reduced suicidal ideation and 
increased hopefulness (Hopko et al., 2013). However, no previous PST outcome trials with 
depressed older adults systematically examined its effect on their hopelessness and death/
suicidal ideation.
We recently completed a randomized controlled trial of in-person and telehealth problem-
solving therapy (PST), compared to telephone support (support call), for depressed, low-
income homebound older adults. The trial found that both PST modalities were more 
effective than support calls in reducing depressive symptoms at both 12 and 24 weeks, but 
only telehealth PST (tele-PST) was more effective than support call at 36 weeks (Choi, 
Marti, Bruce, Hegel, Wilson, & Kunik, 2014). In this paper, we report the results of 
secondary analyses of the PST outcome data focusing on (1) PST’s potential effects on 
death/suicidal ideation during the 36-week follow-up period, and (2) mediating role of 
hopelessness. We hypothesized that (1) both in-person PST and tele-PST, compared to 
support call, would reduce death/suicidal ideation; and (2) the PST’s effect on death/suicidal 
ideation will be mediated by hopelessness. Examination of hopelessness is likely to lend a 
greater insight into the mechanism of PST that may alleviate death/suicidal ideation among 
low-income, homebound older adults. This study contributes to building knowledge base on 
PST’s effect on death/suicidal ideation and hopelessness among low-income homebound 
older adults who had been underexposed in previous depression and suicide research.
METHODS
Data Source and Sample
Participants were 158 English-speaking, non-Hispanic White, Black, or Hispanic 
homebound adults aged 50+ with moderately severe-to-severe depressive symptoms (a score 
of 15+ on the 24-item Hamilton Rating Scale for Depression [HAMD]; Depression Rating 
Scale Standardization Team, 2003). Case managers of a large home-delivered meal (HDM) 
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program and four other aging-service agencies in Central Texas referred potential 
participants (those with scores≥10 on the PHQ-9 [Kroenke & Spitzer, 2002] or those who 
showed symptoms of depression when a lack of privacy prevented administration of the 
PHQ-9). In-person screening at individuals’ homes excluded those with HAMD<15, 
possible dementia (assessed with the Mini-Cog [Borson, Scanlan, Brush, Vitaliano, & 
Dokmak, 2000]), bipolar disorder and other mental illness, and active alcohol/other 
substance abuse. Active suicidal ideation was also a criterion for study exclusion to allow 
immediate comprehensive evaluation and preventive intervention, but none of the referred 
individuals had active suicidal ideation at the time of screening. Those taking antidepressant 
medication for more than 8 weeks but having HAMD≥15 were included. Those who passed 
the screening proceeded to a comprehensive assessment that included the DSM-IV-TR 
depression module. Although 164 of the 238 persons referred by their case managers during 
the 30-month recruitment period met the inclusion criteria and provided baseline data, six 
declined further participation. Thus, 158 were randomly assigned (based on HAMD score, 
the primary outcome) to the study’s three arms using simple random assignment (63 to in-
person PST, 56 to tele-PST, and 39 to support calls) and enrolled in the study. Of the 
enrollees, 139 (54 in-person PST, 49 tele-PST, and 36 support calls) completed all six 
intervention sessions and provided 12-week follow-up data; 125 (52 in-person PST, 41 tele-
PST, and 32 support call) provided 24-week follow-up data; and 116 (45 in-person PST, 40 
tele-PST, and 31 support calls) provided 36-week follow-up data. Attrition was due mostly 
to hospitalization, nursing home placement, and death; however, the baseline demographic 
and clinical characteristics of the nonparticipants (n=6) and dropouts did not significantly 
differ from those of the participants who completed all assessments. The primary author’s 
institutional review board approved the study protocol.
Intervention
Two master’s-level therapists delivered both modalities of PST and two master’s-level 
research associates who did not receive PST training made the support calls, while receiving 
ongoing clinical supervision. In-person PST participants received all six face-to-face PST 
sessions at their residence. The tele-PST participants received in-person PST for the first 
session at their residence, at the end of which the therapist provided each of them a locked 
down laptop computer that allowed Skype video calls only from the therapist and 
demonstrated its use. The laptops were removed following five tele-sessions. In each PST 
session that lasted 60 minutes, the therapist and participant used a worksheet to progress 
through the seven steps of PST-Primary Care (Hegel & Areán, 2002), focusing on 
participants’ appraisal of specific problems, identification of the best possible solutions, and 
the practical implementation of those solutions. PST sessions also included behavioral 
activation to help participants schedule and engage in pleasant daily events to address 
anhedonia and psychomotor retardation. The support calls, each lasting up to 30 minutes, 
were intended to provide unspecified support and empathy and to monitor participants’ 
depressive symptoms to ensure their safety.
Measures
Depressive symptoms—The 24-item HAMD consists of the GRID-HAMD-21 
structured interview guide augmented with three additional items assessing feelings of 
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hopelessness, helplessness, and worthlessness (Depression Rating Scale Standardization 
Team, 2003; Moberg et al., 2001). Scoring of the majority of HAMD items, including the 
suicide and hopelessness items, are based on the four levels of symptom frequency and the 
five levels of symptom intensity grids. Four frequency levels are: absent/not occurring or 
clinically insignificant; occasional/infrequent (less than 3 days; up to 30% of the week); 
much of the time/often (3–5 days; 31%–75% of the week); almost all the time/persistent (6–
7 days; more than 75% of the week). Five levels of intensity are absent, mild, moderate, 
severe, and very severe, with qualifying descriptions for each symptom item. Assessors 
trained and supervised by a PhD-level geropsychologist administered the HAMD to measure 
each participant’s depressive symptoms “during the past week.”
Death/suicidal ideation rating—(0–4; ideation rating hereafter) was determined from 
the “suicide” item in the GRID-HAMD. Frequency levels are as described above. Intensity 
levels are: absent; mild (feels life is not worth living, but expresses no wish to die); moderate 
(wishes to be dead; thoughts of dying, but no specific plan or intent); severe (clear suicidal 
plan or intent; suicidal gesture); and very severe (attempts at suicide). The 0–4 ideation 
ratings represent gradations of severity: 0 (absent) when both frequency and intensity were 
absent or when intensity was mild at clinically insignificant frequency; 1 (mild-occasional, 
mild-much of the time, or moderate-occasional); 2 (mild-persistent or moderate-much of the 
time); 3 (moderate-persistent, severe-occasional, or severe-much of the time); and 4 (very 
severe at any frequency).
Hopelessness (0–4)—The 0–4 hopelessness ratings also represent the severity gradation, 
with 0 representing the lowest level (absence) of frequency and intensity. Intensity levels 
were: absent; mild/trivial (doubts that “things will improve,” but can be reassured.); 
moderate (feels “hopeless” but accepts reassurance); severe (expresses feelings of 
discouragement, despair, pessimism about future, which cannot be dispelled); and very 
severe (spontaneously and inappropriately perseverates, “I’ll never get well,” or its 
equivalent).
Potential covariates—These included demographics (age, gender, race/ethnicity, living 
arrangement, and family income), health status (numbers of diagnosed chronic illnesses and 
instrumental/activities of daily living [IADL/ADL] impairments), and antidepressant 
medication intake.
Analysis
Descriptive analysis of participants’ baseline characteristics (one-way ANOVA, with 
Bonferroni-corrected post-hoc tests, χ2 tests, and t tests) were performed with SPSS v.21 
(IBM Corp., Armonk, NY). Treatment effects on ideation ratings, as a continuous dependent 
variable, were tested from an intent-to-treat approach using mixed models with random 
intercepts (Raudenbush & Bryk, 2001) with the R lmer function in the lme4 package (Bates, 
Maechler, & Bolker, 2014). Treatment group was coded using two dummy variables for tele-
PST and in-person PST. Mixed models were constructed following Singer and Willett’s 
(2003) recommendations to first fit unconditional means, linear, and nonlinear growth 
models to determine the best model prior to adding independent variables. We tested 
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whether time in weeks was better represented as no-change, linear, or quadratic trajectory. 
Based on Akaike Information Criterion (AIC) values (Burnham & Anderson, 2002), we 
determined that an unconditional means (i.e., an intercept-only model in which ideation 
ratings remained stable throughout the three follow-up assessment points) was the best 
growth model. Thus, main effects in the growth models represent the effect of a putative 
variable throughout the entire follow-up period. Two growth models, with the 12-, 24- and 
36-week ideation ratings as the outcomes, were fit; one with baseline HAMD scores (minus 
the suicide item) as a covariate, and the other with baseline hopelessness and time-varying 
hopelessness (i.e., at 12, 24, and 36 weeks) as covariates. Because there were baseline 
differences in ideation ratings by treatment group (reported in the Results section), baseline 
ideation ratings, along with gender, was also included as a covariate in both growth models. 
Following recommendations from Feingold (2009), effect sizes at 36 weeks were estimated 
by dividing the difference between the estimated means of treatment groups by the baseline 
standard deviation. The formula generates an effect size (dGMA-raw) in a growth model 
context that is equivalent to traditional effect sizes (e.g., Cohen’s d).
Mediation effect of hopelessness was assessed in a latent growth curve (LGC) model 
framework implemented using Mplus (Muthén & Muthén, 1998–2012) and with the 
following steps from MacKinnon (2008): (1) treatment predicts change in the outcome (i.e., 
ideation ratings), (2) treatment predicts change in the mediator (i.e., hopelessness), and (3) 
the change in the mediator predicts the change in the outcome. The mediation model was 
constructed by first individually fitting LGC models for ideation ratings and hopelessness. 
The LGC model for ideation ratings was fit as described above (i.e., unconditional means). 
The hopelessness LGC was fit as a linear change model in which hopelessness decreased 
across time (z=−2.29, p=.022) and was thus fit with an intercept (i.e., 12-week follow-up 
estimate adjusted for treatment conditions) and a slope (i.e., change across the follow-up 
period). The hopelessness intercept was treated as the mediator as it represents a single point 
in time and thus largely precedes the ideation intercept, which represents the entire follow-
up period. Significance of the indirect effect (i.e., mediation) was assessed using bias-
corrected bootstrapped confidence intervals (Preacher & Hays, 2008) with 10,000 bootstrap 
draws in a parallel growth curve model that included the hopelessness and ideation growth 
curves as well as the treatment effects. Gender was included as a covariate for both the 
ideation growth models and the LGCs; baseline ideation rating was included as a covariate 
for the ideation LGC; and baseline hopelessness was included as a covariate for the 
hopelessness LGC. Model fit was assessed using the two-index presentation strategy (Hu & 
Bentler, 1999) in which the maximum standardized root mean squared residual (SRMR) is 
supplemented with an additional fit index, for which we selected root mean squared error of 
approximation (RMSEA). The following cutoff values were used: a SRMR value less than .
08 and RMSEA values of .01, .05, and .08 respectively indicate excellent, good, and 
mediocre fit (Hu & Bentler, 1999; MacCallum, Browne, & Sugawara, 1996).
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Of the participants, 79% were female; 58% were Black or Hispanic; 84% had income at or 
below $25,000; 64% lived alone; 65% had MDD; and 47% were taking antidepressant 
medications. They had, on average, three chronic medical conditions and four IADL/ADL 
impairments (Table 1). The three treatment groups did not differ in any of these 
characteristics. The mean HAMD score and the mean hopelessness score were 23.89±6.52 
and 1.53±1.49, respectively, without any significant difference by treatment group (Table 2). 
With respect to ideation ratings, 50% (n=79) had 0; 24% (n=38) had 1; 12% (n=19) had 2; 
14% (n=22) had 3; and none had 4. All 22 participants with a rating of 3 had death/passive 
suicidal ideation, i.e., they were at moderate risk without a clear suicidal plan or intent. Most 
study participants stated that despite their wishes to be dead, they would not attempt suicide 
because such an act would be against their religious faith and cause their families’ suffering. 
The distribution of ratings, when treated as a categorical variable, did not significantly differ 
by treatment group (χ2=9.78, p=.134); however, significant group difference was found in 
mean ratings (F[2, 155]=4.82, p=.009). In-person-PST group had significantly lower ratings 
than support call group (0.62± 0.91 vs. 1.28±1.17; t=−3.21, df=100, p=.002), while tele-PST 
group did not differ from support call group (0.95±1.14 vs. 1.28±1.17; t=−1.40, df=93, p=.
165). Ideation ratings were also significantly associated with HAMD (minus the suicide 
item) (r=.22, p=.005) and hopelessness (r=.34, p<.001) and marginally significantly 
associated with gender (1.18±1.29 for men vs. 0.82±1.01 for women; t=1.70, df=156, p=.
092); 26.5% of men versus 10.5% of women had a rating of 3. Ideation ratings were not 
significantly associated with the other demographic and health variables, antidepressant 
intake, and depression diagnosis.
Effects of PST on Death/Suicidal Ideation
Table 3 shows that in both growth models, compared to support call participants, tele-PST 
participants, but not in-person PST participants, exhibited significantly lower ideation 
ratings across the follow-up period, indicating that tele-PST was more effective than in-
person PST in reducing them over time. Baseline ideation rating and hopelessness scores 
since baseline (i.e., at 12, 24, and 36 weeks) were significantly positively associated with 
ideation ratings, while gender and baseline HAMD (minus suicide item) and hopelessness 
scores were not significant factors. Figure 1 shows changes in ideation ratings among 
treatment groups between baseline (raw means as shown in Table 2) and 36 weeks 
(predicted means: 0.52±0.09 for in-person PST; 0.37±0.09 for tele-PST; and 0.71±0.11 for 
support call). Effect sizes (compared to support call) at 36 weeks were 0.17 for in-person 
PST and 0.31 for tele-PST. Figure 2 shows changes in hopelessness scores among treatment 
groups: from 1.43±1.39 at baseline to 0.62±0.18 at 36 weeks for in-person PST; from 
1.66±1.62 to 0.57±0.20 for tele-PST; and from 1.51±1.49 to 0.86±0.22 for support calls.
Mediation Effect of Hopelessness
The results show that the first mediation criterion, treatment predicts change in the outcome, 
was met for tele-PST (z=−2.573, p=.010), but not in-person PST (z=−31.446, p=.148). The 
second mediation criterion, treatment predicts change in the mediator, was met for both in-
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person PST (z=−2.308, p=.021) and tele-PST (z=−2.378, p=.017). The third mediation 
criterion, mediator change predicts change in the outcome, was met (z=3.276, p=.001). The 
indirect effect was significant for both in-person PST (95% CI=−0.306, −0.017) and tele 
PST (95% CI=−0.369, −0.012). All three mediation requirements were met for tele-PST. On 
the other hand, because the direct effect of in-person PST on ideation ratings was not 
significant, significant indirect effect for this group alone was not sufficient to establish the 
mediation effect. The mediation model exhibited good fit as assessed by SRMR (0.070) and 
adequate fit as assessed by the RMSEA (.077). Figure 3 presents the LGC model with 
meditation paths and coefficients.
DISCUSSION
Depression and wishes to die among older adults are important steps on the path to suicide 
(Conwell et al., 2011). This study was a follow-up of our original study that examined 
effectiveness of short-term tele- and in-person PST for depression as the direct/primary 
target in 158 low-income, depressed homebound individuals aged 50+ years. The depression 
outcomes showed longer-term effectiveness of tele-PST compared to in-person PST (Choi et 
al., 2014). Our secondary analyses of the PST’s outcome data with respect to death/suicidal 
ideation and hopelessness found the following: (1) 12% of the participants had mild-
persistent or moderate-frequent death ideation and 14% had moderate-persistent death 
ideation/passive suicidal ideation at baseline; (2) short-term tele-PST, but not in-person PST, 
was more effective than telephone support calls in reducing death/suicidal ideation 
throughout the follow-up period; (3) hopelessness was a significant mediator of tele-PST’s 
effect on reduced ideation ratings; (5) in-person PST was still effective in alleviating 
hopelessness; and (5) hopelessness was significantly associated with ideation ratings 
throughout the follow-up period. The nonsignificant reduction in in-person PST participants’ 
ideation ratings may have been attributable to their lower baseline ratings than those of 
support call participants to begin with (a likely result of randomization based on depressive 
symptoms, not suicidal ideation specifically). However, almost 60% reduction in tele-PST 
participants’ ideation ratings between baseline and 36 weeks is notable. Although the study 
participants who were randomized to tele-PST expressed their preference for in-person 
sessions, almost all of them embraced tele-sessions once they began participating and had 
more positive treatment evaluation ratings than in-person PST participants (Choi et al., 
2014). These higher levels of satisfaction and sense of self-efficacy related to technology use 
(first time for many participants) may have contributed to better depression, hopelessness, 
and ideation outcomes.
The key findings of the study are the confirmation of the significant association between 
hopelessness and ideation and the support for PST, either tele-delivered or in-person, as an 
effective approach to alleviating hopelessness (along with depression) in these vulnerable 
older adults with multiple medical conditions and other life stressors. PST’s training in 
positive, goal-oriented problem-solving skills is likely a contributor to increasing 
hopefulness and fostering a sense of self-efficacy, which further provides positive 
reinforcement. Through these mechanisms, hopelessness, death/suicidal ideations, as well as 
depressive symptoms, may have been attenuated.
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Although it was less effective than tele-PST, support calls nevertheless also appear to have 
helped reduce participants’ ideation ratings. Previous studies suggested that telephone 
counseling outreach programs providing emergency/crisis support, regular check-ins, and 
information and referral services may reduce depressive symptoms and/or prevent suicide as 
well (Lapierre et al., 2011). Interactions with a caller are likely to increase a sense of social 
connectedness, which protects against suicide (Centers for Disease Control and Prevention, 
2008; Lapierre et al., 2011; Szanto et al., 2013).
The study had a few limitations. First, death/suicidal ideation and hopelessness were not 
PST’s primary targets in the original trial. Thus, death/suicidal ideation and hopelessness 
were measured with a single HAMD item for each. Although some previous studies (Hopko 
et al., 2013; Nelson, Delucci, & Schneider, 2007) used the same measure, future research 
calls for more comprehensive measures. Future research should also examine PST’s effect 
on suicidal ideation as a primary target. Second, the sample size, especially the number of 
men, was small. Future research with more men is needed. Third, because active suicidal 
ideation, cognitive impairment, and substance use were study-exclusion criteria, the findings 
likely underestimate actual death/suicidal ideation among these vulnerable older adults, and 
PST’s effect on hopelessness and active suicidal ideation among these high-risk groups was 
not examined. One study of older adults who received outpatient depression treatment found 
that hopelessness remained significantly higher in the suicide attempter group than among 
ideators or nonsuicidal patients (Szanto, Reynolds, Conwell, Begley, & Houck, 1998). 
Further research is needed to examine PST’s effect on hopelessness among higher risk 
group, including suicide attempters. Fourth, compared to 60-minute PST sessions, each 
telephone support call lasted up to 30 minutes. Although treatment was neither intended nor 
provided during support calls, 60 minutes, rather than 30 minutes of interaction may have 
increased support calls’ effectiveness.
Despite these limitations, this study has the following practice implications: (1) Given the 
effectiveness of tele-sessions and increasing Internet use among older adults, tele-delivery of 
psychotherapy and suicide-prevention interventions for homebound older adults should be 
more widely implemented because they can increase access and reduce delivery 
(transportation) costs. (2) Tele-PST or other psychotherapy that includes systematic, 
creative, and realistic problem-solving approaches specifically targeting hopelessness may 
be promising as both therapeutic interventions for and prevention of suicidal ideation in 
vulnerable older adults. (3) Further research is called for to test the effectiveness of 
telephone support calls as a suicide prevention strategy for depressed, low-income 
homebound older adults. Since low-income homebound older adults have limited access to 
professional mental health services, training aging-service providers to identify at-risk 
clients, increase their social connectedness via telephone, and provide ongoing monitoring 
may be a feasible and sustainable approach.
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TABLE 1
Study Participants’ Baseline Demographic and Health Characteristics (n=158)
Age (M±SD) 64.80±9.18
Age group (n, %)
 50–59 44 (27.8)
 60–69 71 (44.9)
 70–79 29 (18.4)
 80+   14 (8.9)
Gender (n, %)
 Female 124 (78.5)  
 Male 34 (21.5)
Race/ethnicity (n, %)
 Non-Hispanic White 67 (42.4)
 African American/Black 52 (32.9)
 Hispanic 39 (24.7)
Family income (n, %)
 Up to $25,000 133 (84.2)  
 $25,001–$35,000   11 (7.0)
 $35,001 +     7 (4.4)
 Refused     7 (4.4)
Living arrangement (n, %)
 Living alone 101 (64.3)  
 Living with spouse and/or other 57 (35.7)
No. of diagnosed chronic illness1 (M±SD)     3.06±1.54
No. of IADL/ADL impairment2 (M±SD)     4.12±2.37
Antidepressant medication intake (n, %) 74 (46.8)
DSM-IV-TR diagnosis of depression (n, %)
 Major depressive disorder 103 (65.2)  
 Depressive disorder, NOS 47 (29.7)
 Dysthymia     8 (5.1)
1
Arthritis/rheumatism; hypertension; diabetes; heart disease; stroke; emphysema/chronic bronchitis/other lung problems; cancer/malignant tumor; 
kidney disease; and liver disease were included if they were still problems at time of the interview.
2
IADLs: Preparing and cooking meals; using the telephone; grocery shopping; doing housework or handyman work; taking medications; and 
managing money; and ADLs: Bathing or taking a shower; toileting; getting dressed or putting on outdoor clothing by oneself; combing or brushing 
hair; getting into and out of bed; and feeding oneself.
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